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Letters to the EditorThis was followed by establishing
distal pulsatile flow (ie, completing
the distal anastomosis) and then in-
creasing DAP pressure. Recovery of
MEPs was attributed to increased
DAP pressure only 14% of the time.
From this study of 105 patients, imme-
diate paraplegia occurred in only 1
(1%) patient, with delayed paraplegia
occurring in 3 (3%) patients, support-
ing our previous work showing that
delayed was more frequent than imme-
diate paraplegia.
As we reported in 2003, delayed
paraplegia occurred more frequently
than immediate paraplegia. We deter-
mined that the combination of
adjuncts, DAP and cerebrospinal fluid
drainage, was independently associ-
ated with delayed paraplegia. We
hypothesized that this was related to
the fact that patients who previously
would have awoken paraplegic were
now neurologically intact but still vul-
nerable to ischemia and injury. If a sec-
ond unfavorable event occurred, such
as hypotension or cerebrospinal fluid
drain catheter malfunction, delayed
paraplegia could ensue. Unlike imme-
diate paraplegia, however, delayed
paraplegia can be reversed.
In summary, we do agree with the
authors that DAP is important and
that optimizing perfusion to the collat-
eral network of the spinal cord might
be crucial. Collateral network preser-
vation not only involves optimization
of DAP but also cerebrospinal fluid
drainage, moderate hypothermia, and
intercostal artery reimplantation. In es-
sence, spinal cord protection requires
a standardized team approach incorpo-
rating a combination of adjuncts that
should be available to most surgeons.
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THORACIC ARTERY IS
USUALLY LONG ENOUGH FOR
GRAFTING THE CIRCUMFLEX
ARTERY THROUGH THE
TRANSVERSE SINUS
To the Editor:
We read with great interest the article
byHayward andcolleagues1 about com-
parable patencies of the radial artery
and free right internal thoracic artery
(RITA) or saphenous vein at a mean of
5 to 6 years’ follow-up after coronary
artery bypass grafting (CABG) surgery.
We congratulate the authors for their
excellent results. Nonetheless, their
article raises some concerns, and the
conclusions should be debated.
The CABG procedure with bilateral
internal thoracic artery (ITA) is associ-
ated with a better long-term survival,
a lower incidence of cardiac events,
and lower necessity of reoperation
when compared with those seen in pa-
tients who receive a single ITA.
In situ ITA grafts are considered the
gold standard for arterial conduits, and
better long-term results are achieved
when ITAs are primarily grafted to
the left-sided coronary arteries, thus
leaving the right coronary arteries to
be grafted with other conduits. The
common technique is to use the in
situ left ITA to bypass the left anterior
descending coronary artery and the in
situ RITA to bypass the obtuse mar-
ginal branches of the circumflex artery
through the transverse sinus.2 How-of Thoracic and Cardiovascular Surgeever, the number and length of ITAs
can limit their use. Many methods of
increasing ITA length, mostly for the
RITA, have been suggested.3
Although previous anatomic studies
have shown that any coronary arteries
can be reached with an in situ ITA,4
the Melbourne group reported that
pedicled RITA conduits were not often
able to reach the more distal circum-
flex marginal arteries, advocating use
of a free RITA to overcome the ana-
tomic limitations of the in situ
RITA.5 Now the patencies of the radial
artery and free RITA are similar at
a mean of 5 to 6 years’ follow-up.1
These conclusions need to be taken
with some caution because in their
study it was mandatory that the RITA
had to be proximally interrupted for
comparison with other grafts. In our
opinion ITAs should always be used
as in situ grafts because ITAs are al-
ready perfectly connected to the arte-
rial circulation and we have to
perform only the distal anastomoses,
avoiding proximal connection on the
aorta. Free RITA proximal anastomo-
sis on the ascending aorta is often dif-
ficult for the narrow diameter of the
artery and for the diseased aortic wall.
Moreover, the in situ RITA is long
enough for grafting the first or second
branch of the circumflex artery
through the transverse sinus. Litera-
ture articles reported the best results
with bilateral in situ ITAs versus a sin-
gle ITA,2,3 leaving free RITA use
only in selected cases (third branch
of the circumflex artery, sequential
bypass, and injured ITA during har-
vesting). In the study by Hayward
and colleagues,1 all grafts have been
performed with single distal anasto-
moses, and we do not know which
marginal branch has been grafted.
In conclusion, in situ bilateral ITAs
have to be considered in CABG proce-
dures for their better results, leaving
free RITA use only in some cases or
selected trials.
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To the Editor:
With great interest we read the article
byMcCarthy and colleagues1 about oc-
clusion of canine atrial appendages
with an expandable silicone band. Per-
forming a thoracoscopy, they occluded
the right atrial appendage (RAA) and
left atrial appendage (LAA) with sili-
cone bands in 15 healthy dogs. The
dogs were killed 1, 2, and 12 weeks
after the procedure and investigated
pathoanatomically. The appendages
were 100% occluded, and there was
no migration of any bands. There was
no bleeding, rupture, or systemic em-
boli. After occlusion, the appendages
became necrotic and were replaced by
scar tissue. It is concluded that band
occlusion of the LAA could improve
outcomes in patients with high risk of
atrial thrombus formation. We have
the following questions and concerns.732 The Journal of Thoracic and CFirst, it is only described how
completeness of RAA occlusion was
assessed. In the Results section, how-
ever, completeness of LAA and RAA
occlusion proved by dye injection is
reported. When and by which method
was LAA occlusion confirmed during
the procedure?
Second, the pathoanatomic descrip-
tion and figures are confined to the
12-week findings. What were the find-
ings in the dogs 1 and 2 weeks after
LAA occlusion? Were thrombi de-
tected at the occlusion site?
Finally, scars at the occlusion site
might become arrhythmogenic foci.
Were the dogs investigated for ar-
rhythmias after appendage occlusion?
The LAA is known as a site of natri-
uretic peptide release and is known to
play a hemodynamic role in pressure
and volume overload.2 Thus it would
be of interest to know whether hemo-
dynamic studies have been carried
out and whether levels of natriuretic
peptides were measured before and
after LAA occlusion. The LAA con-
tributes considerably to left atrial func-
tion, and left atrial function is impeded
after LAA occlusion.3 Scar formation
and necrotic tissue of the occluded
LAA might additionally deteriorate
left atrial function. Thus it would be
interesting to know whether changes
in left atrial size, morphology, and
function had been measured and
whether signs of heart failure were de-
tected after LAA occlusion.
It is unknown how rapidly the hemo-
dynamic consequences of LAA occlu-
sion will occur. Thus it would be wise
to follow the animals for a longer pe-
riod than only 12 weeks. Furthermore,
concerns about the biocompatibility of
silicone, which is known to induce lo-
calized and systemic complications,
justify a longer observation period.4
A disadvantage of thoracoscopic
LAAclosure could be that thrombi pres-
ent within the cavum of the LAA in
apathogenic conditionmight bepressed
out when strangulating the LAA, result-
ing in systemic embolism. In particular,ardiovascular Surgery c September 201thrombi within or near the LAA orifice
could be mobilized by the procedure.
Because the LAA is not the only site
of intracardiac thrombus formation, par-
ticularly in atrial fibrillation, occlusion
of the LAAmight not prevent thrombo-
embolic events. Thrombi might also
developwithin the left atriumand possi-
bly also within the left ventricle.
In conclusion, early thrombus forma-
tion, assessment of complete LAA
occlusion, potential arrhythmogenicity,
short- and long-term hemodynamic
consequences, tolerability of silicone,
and biocompatibility of the described
procedure have to be studiedmore thor-
oughly before applying the silicone
band for LAA occlusion in human sub-
jects. It should be considered also that
LAA occlusion does not prevent cardi-
oembolism in atrial fibrillation or other
conditions.
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